Canada is one of the most common countries of re-settlement, receiving 23,935 new applications from asylum in 2004. 5 The Kosovo crisis resulted in the largest population displacement from a European country since World War II. More than 850,000 Albanian Kosovars fled Kosovo in the late 1990s, resulting in a complex emergency. 6 The United Nations High Commission for Refugees (UNHCR) managed a Humanitarian Evacuation Program (HEP) to move >95,000 Kosovars to new international destinations, including Canada. 6 Canada received approximately 5,500 refugees in the summer of 1999, 500 of whom were received by the city of Hamilton in southern Ontario, Canada. The reception of the Kosovars in Hamilton included the organized provision of health services by physicians, nurses, dentists, and optometrists, and settlement services such as translation, transportation, and school enrollment were provided by the local settlement organization. 7 All Kosovar refugees were given the opportunity to participate in the Joint Assistance Sponsorship program in which they were paired with volunteer, unpaid sponsors who were community members (often couples) affiliated with churches or other organizations that came forward to assist the families. Through this program, the government provided financial assistance for two years after settlement, and the sponsors provided social support for each Kosovar family. For example, sponsors assisted with securing accommodations, providing orientation to the community including language classes and the enrollment of children in schools, finding a family physician, and finding employment.
Some physical and mental health issues of Kosovar men and women who settled in Hamilton were described in a previous study. 7 On a self-completed questionnaire, respondents were more likely to report fair or poor health (27%), lower satisfaction with health (16%), find life stressful (14%), and were less likely to report having someone to confide in (56%) compared to the general Ontario population (11%, 11%, 6%, and 85% respectively). Almost onequarter of Kosovars (22%) had scores on the Harvard Trauma Questionnaire (HTQ) consistent with post-traumatic stress disorder (PTSD). Many people who helped resettle the Kosovars reported that they never had encountered a population that was more traumatized than the Kosovars. 8 Ai et al (2002) found that 60.5% of the Kosovar study population displayed patterns consistent with symptoms of PTSD. 8 Moreover, women had significantly higher PTSD scores. It was hypothesized that the high rate of mental health problems in this population was because the Kosovars, unlike some other refugees, arrived in the host country soon after the conflict or after a short time in the refugee camps.
Few studies on newly arrived refugees to the host countries have focused on issues relating to women's health. Barnes and Harrison (2004) reported the reproductive health needs and screening rates (breast and cervical cancer) for newly arrived refugee women in the United States. 9 Eighty-six percent of refugee women ≥40 years of age had never had a mammogram compared to 33% of American women of the same age. In the previous three years, only 24% of refugee women had been screened for cervical cancer. In their study of quality of life and health in young, middle-aged, Bosnian female refugees, Sundquist et al found that 38.3% of the refugees had poor general health, compared to 23.2% of Swedish women. 10 The refugees also had significantly more somatic and psychological distress symptoms than did the Swedish women.
The efforts of international humanitarian evacuations do not address the ongoing health needs of refugees after arrival and settlement, and local health providers could benefit from being informed of the women's health issues facing specific groups. This study describes the reproductive and mental health-related issues using data from a questionnaire specific to women's health, and from two focus groups of sponsors who assisted the families with their settlement in Hamilton, Ontario.
Methods
This study is part of a larger study conducted from 2000 to 2001 that focused on the health and settlement of the Kosovar refugees in Hamilton, Ontario Canada. 7 A combination of qualitative and quantitative methodologies was used. Quantitative data were obtained by an individual health questionnaire with a section specifically related to women's health issues. Qualitative data were obtained through two focus groups involving selected key informants from the volunteer sponsor groups who continued to be involved with their families at the time of this study. The Hamilton Health Sciences Research Ethics Board approved this study.
Quantitative Questionnaire Recruitment-Details of methods for recruitment of the Kosovar families have been published previously. 7 Briefly, all Kosovar families (n = 161) who arrived in Hamilton as part of the UN evacuation program were listed and active (i.e., eligible to receive services and assistance) with a local settlement organization, Settlement and Integration Services Organization (SISO) at the time of study. 7 A sequence of random numbers was provided to a female, Albanian-speaking Kosovar volunteer of SISO to contact 50 families and obtain verbal consent for the researchers to contact them about the study. Women >18 years of age were eligible for this part of the study, and 85 women participated. Fifty-two families were contacted; 50 were recruited.
Data Collection-The field worker who visited the homes and collected the questionnaires was a female Kosovar physician affiliated with SISO. The questionnaire was developed in English by the research team and translated into Albanian by the field workers and checked for cultural appropriateness. Most health questions were taken from previously validated population surveys. 7 The section of the questionnaire specific to women included closed-ended questions about pregnancy, birth control, the use of Pap smears, mammography, and hormone replacement therapy. In most cases, it was self-complete, however, some individuals required assistance from the field worker. In addition, a translated version of the HTQ, 11 a scale measuring Understanding Health of Refugee Women and then results were compared. The facilitator was not an analyst. Transcripts were read for discussion of women's health issues (e.g., cervical and breast screening, birth control, pregnancy). However, issues pertaining to both sexes emerged and were felt to be of interest in creating an overall picture of challenges encountered by the women refugees and their sponsors. An editing style was used to analyze the data, whereby the analysts created the categories and themes from the data without a prior template. 14 To further validate the emerging themes, an external researcher with expertise in qualitative research reviewed the transcripts and compared results. The interviewer's field notes also were used for comparison with the data. Ambiguities were resolved and themes were developed from categories through discussion among the research group members and the re-reading of the transcripts. Researchers sought consensus of all themes.
Results

Quantitative (Questionnaire) Results
The mean value for the ages of the Kosovar women was 38.2 ±16.0 years (minimum = 18 years, maximum = 85 years) with the majority being married or co-habitating (64.7%; 55/85). Approximately one-fifth (20.2%; 17/84) of the women reported no formal education, 32.1% (27/84) had a high school-level education, and 16.7% (14/84) had post-secondary education. The majority of women (76.2%; 64/84) had children <18 years of age in the household.
The responses to birth control preventive screening and pregnancy questions are listed in Table 1 . Of the women of reproductive age (18-49 years), 14.3% reported using some form of birth control. In the group of Kosovar women >50 years of age, only 5.3% had ever received a mammogram. Approximately one-third (34.1%) of women of any age had ever received cervical screening; of these, the majority (85.2%; 21/27) had received service in Canada. Most women (94.1%) reported that they had a regular family doctor, but only 37.6% had a regular dentist. The majority of women (95.1%) reported that there was no healthcare service to which they needed or wanted access (Table 1) . Approximately one-quarter (25.9%, 22/85) of the women had a score indicating the presence of PTSD on the HTQ.
Qualitative (Sponsor Focus Group) Results
Six themes emerged from the sponsor groups:
1. Women's Reproductive Health Needs-The sponsor groups identified gaps in services for women who arrived pregnant, especially with continuity and communication. One Kosovar woman with a health problem was perceived by her sponsor group to have received inadequate antenatal care after arrival in Canada, due in part to lost antenatal records. Some sponsors became closely involved with their expectant families. For example, some female sponsors supported the women during labor in the hospital as Englishspeaking advocates for the family.
…we had three mothers who had babies over the two years.. one was in labour three days over a holiday weekend… as sponsors there was always one or two of us with her that whole weekend… PTSD, was used to assess mental health status in relation to experiences in the home country. The HTQ was developed and its use validated in an Indochinese population. It has been shown to have high internal reliability in a study of Bosnian refugees, and has been used in another study of Kosovar Albanians. [11] [12] [13] The full questionnaire in the present study was pilot tested by the field worker in two families.
Data Processing-Data were entered and processed using SPSS v12.0 (SPSS Inc., Chicago IL). Descriptive statistics were completed. The HTQ is comprised of 30 trauma symptom questions with scores ranging from 1 through 4, with 4 being the most severe level of symptoms. The individual scores are totaled and divided by 30. A score of >2.5 was considered to indicate the presence of PTSD. 12 Sponsor Focus Groups Sampling-A sponsor group coordinator assigned by the Canadian government provided the names of sponsor groups who had been involved with a Kosovar refugee family for ≥1 year, and remained involved at the time of the study. A purposive sampling method was used such that the coordinator identified the potential participants who would be able to provide rich data. A purposive snowball technique also was employed to identify additional members who were known to be involved in the settlement. 14 Participants were contacted by the study coordinator. The members of the sponsor groups were English-speaking, Canadian volunteers from various church and community groups. The participants were men and women from many different religious and cultural backgrounds. There was no formal training for the sponsor role. Sponsors did not speak Albanian and communicated with families through a family member who could speak some English or through an interpreter arranged through SISO. Two focus groups with seven participants each were conducted. The 14 participants represented six sponsor groups. The focus groups were facilitated by one qualitative researcher and were held in June 2001. Interviews were tape-recorded with permission of the participants and lasted approximately two hours.
Data Collection-A semi-structured interview guide was developed. Some questions related to settlement issues identified from previous interviews with officials involved in the integration of Kosovo refugees into Canada. 15 The interview guide included questions about their experiences of being a sponsor, the characteristics of the sponsor's refugee family, the extent of their involvement with the refugees, challenges with health issues and ability to gain access to health care for the refugees, and their success in obtaining information and/or assistance. Sponsors did not mention the identity of their families during the focus group sessions. Women's health issues were not specifically queried in the focus groups, as this was not the initial purpose of the data collection. However, issues specific to women arose frequently in discussions of health and healthcare access.
Data Processing-Three research team members individually reviewed the transcripts to code categories and themes, 
Women's Autonomy in Decision-
Making-There appeared to be many factors influencing women's health decisions. Several times, the members of the sponsor groups observed that since their arrival in Canada, the men in the family generally played a role in the women's access to health care. The sponsors questioned whether this was a culturally based behavior. In one family, the husband made decisions about the wife's access to birth control, although in another family, a sponsor noted that the father was not involved in accessing care for an ill child, giving the sponsor the impression that men were not typically involved in healthcare decisions. The sponsors were concerned about the women's health wants and needs being superseded by the husband's decisions. This matter prompted several members of the sponsor groups to take a more active role in making decisions about the Kosovar women's health. 
Access to Physicians and Learning about the Canadian
Healthcare System-According to sponsors, one major concern of the refugees when settling in Canada was having access to physicians, including family doctors, obstetrical care providers, and dentists. Sponsor groups spoke about challenges finding physicians that would accept the refugees as patients in areas that were geographically accessible to the Kosovar women.The women were hesitant to use public transportation. I mean we had to show them how to make appointments, you had to get them there, public transit was not something they were prepared to take, especially the women. Sponsors were aware of instances when the Kosovars were given, but did not attend, follow-up appointments.
Language Barriers and Appropriate Translators-Information
from sponsors indicated that a significant obstacle to the Understanding Health of Refugee Women screened or were not screened at the appropriate intervals. 20 Women also may have been unaware of or uncomfortable disclosing PTSD and mental health issues as unmet health needs.
Twenty-five percent of women in this study showed signs of PTSD. Clinicians should be aware that refugees who have experienced trauma may present with somatic complaints that may be attributable to PTSD. 13 In addition, although rape was not directly addressed in this study, it is known to be a form of war torture. 21 Clinicians must be sensitive to this issue when interacting with female patients, especially regarding reproductive health issues. All of the families in this study were Muslim, and cultural and religious issues also may influence interactions concerning reproductive healthcare issues. 22, 23 In addition to the mental health issues associated with PTSD, overall mental well-being among refugees may be affected by displacement. A previous study found higher rates of "absence of social supports", lower "happiness with life", and poorer self-rated health than Canadian averages. 7 Studies have shown that women refugees and those lacking social support are more likely to develop psychopathology. 24 Pregnancy and obstetrical care for refugee women may pose challenges for healthcare providers. 9 Refugee women may present late in the pregnancy, possibly without any prenatal care and without any medical history. Often, finding an obstetrician or family physician that is able and willing to provide care at such a late gestational age is difficult. Lack of appropriate translation and interpretation during labor were identified as a concern by sponsors and could lead to difficulties for the clinician and patient interaction.
Sponsor groups identified the absence of medical records as a concern for prenatal care and immunization. In Canada, the initial immigration physical includes a mandatory chest x-ray, Human Immunogenicity Virus and Venereal Disease Research Laboratory serology, and urinalysis. Immunizations and preventative screening are not part of this process. 25 These test results are not available for the physicians that assume the routine care of refugees, and duplication of tests may occur. 26 Improved communication of this information could streamline subsequent care.
Social support is important for refugees. In Canada, many refugees arrive as part of a sponsorship arrangement, usually through family members. This arrangement usually entails financial support. However in this crisis, the group of sponsors was comprised of systematically recruited volunteers with no financial obligation. The role of these sponsors primarily was one of social support, including helping with access to necessary resources and health care. The sponsor role and its potential impact on the health of new refugees raise interesting possibilities for future planning and research. Different sponsor arrangements could be evaluated to obtain more information on the best model and the supports that would be required to enable sponsors to provide the most effective assistance. For example, based on the experience with the sponsors, there was an intense advocacy role for sponsors in accessing services for the Kosovars, and this study has shed light on the potential requirements of this type of program. In addition, informafamily that is here… she said she can't go back now because her children… afraid of the police there.
…we still don't know the extent and kind of effects that the depression has had in terms of learning English, getting jobs and so on.
Logistical Problems Accessing Care for Both Genders-
Sponsors encountered several problems when trying to integrate the Kosovars into the Canadian healthcare system. There was significant confusion among providers about reimbursement for services delivered to the refugees. Many healthcare providers did not understand how to bill for the work done, and in the case of eyeglasses, dental care, and prescriptions, this may have delayed service. Another perceived problem was the lack of medical records sent from Kosovo with the refugees. These issues presented a challenge to healthcare professionals providing care. 
Discussion
Healthcare issues for refugee women arriving in Canada and other host countries may be different than the needs of other women in Canada. This study demonstrates that selfreported cervical and breast cancer screening rates in the home country or since arrival are significantly lower than the Canadian time-appropriate rates of 73% and 54%. 16, 17 This is consistent with other reports that immigrant women are generally under-screened. 16, 18 Reasons for this may include other priorities upon settlement, lack of access to family physicians, lack of knowledge about prevention, or fear of the procedure. In Kosovo, hospitals and health services were targets of war destruction for several years, and health services to the population suffered. 19 Approximately 18 months after arrival, 95% of women reported that there was no health service they currently needed. This may indicate that issues present at the time of arrival had been resolved by the time the questionnaire was administered, and/or that cervical and breast screening were not perceived as a need. This is an important policy issue, since approximately two-thirds of invasive cervical cancers have been found in women who had never been this study adds to the sparse literature documenting the health and social needs of newly arriving refugees to Canada and other host countries.
Conclusions
Reproductive health and mental health issues are prominent for recently arrived women refugees. Both of these areas are challenging, sensitive issues for healthcare providers, settlement workers, and volunteers to address due to cultural and language differences. Female refugees from some areas may have little or no history of preventive care that is routine in countries like Canada, thus population-level education strategies to improve screening among refugee women must be sensitive to their specific needs. In particular, integrating language and interpretation services into the healthcare sector on a permanent basis is an important policy action to ensure better care for immigrants. Although providing care to refugee and immigrant women may be clinically challenging, overcoming barriers is paramount to addressing the health needs of this vulnerable and often forgotten population.
tion on the needs of sponsors, in terms of resources available to refugees, could inform future programs in their planning.
There were several limitations in this study. Focus groups were not designed specifically to elicit information about women's health issues. Therefore, the analysis involved themes that pertained to women's health issues. The sample size for the quantitative survey was small, although the families were selected randomly, and therefore, would be expected to be representative of the families who arrived in Hamilton at that time. The questionnaires were self-administered, unless respondents required assistance from the field worker. However, they were completed in the home and women may not have felt comfortable answering in the presence of other family members or the field worker. The concept of research and questionnaire completion may not be understood in the culture, and responses may have been influenced by social desirability. The questionnaire was administered approximately one year after arrival, whereas the issues raised by the sponsor focus groups reflected experiences immediately after arrival. Despite these limitations,
